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THE  REMOVAL  OF  SUPPURATING  PELVIC 
TUMOURS  : ILLUSTRATED  BY 
TWO  CASES. 


The  two  cases  which  are  related  in  this  communication 
offer  certain  instructive  features  in  common.  In  both  the 
structures  which  were  removed  contained  pus,  and  in  both 
the  tissues  of  the  pedicle  were  unhealthy,  not  from  infiltra- 
tion of  any  new  growth,  but  from  inflammatory  changes. 
Both  patients  were  restored  to  health,  but  the  details  of 
treatment  involve  matter  for  comment.  The  chief  subjects 
worth  consideration  are  the  management  of  unhealthy 
pedicles,  washing  out,  and  drainage. 

Case  1. — On  March  8th,  1894,  my  friend  Dr.  Ilott  of 
Bromley  consulted  me  about  a girl  aged  sixteen  years  who 
had  been  under  his  care  for  six  weeks.  She  was  thin,  but 
had  been  fairly  healthy  till  the  present  illness.  When  Dr. 
Ilott  first  saw  her  she  showed  symptoms  of  peritonitis  and 
effusion  into  the  left  pleura.  A few  days  later  there  was 
evidence  of  free  fluid  in  the  peritoneum,  the  temperature 
reaching  104°  F.  Under  appropriate  treatment  all  the  acute 
symptoms  subsided  ; then  a hypogastric  tumour  was 
detected.  The  periods  had  been  absent  for  five  months. 
When  I first  saw  the  patient  the  abdomen  was  almost 
flat,  excepting  below,  where  a swelling  rose  above  the 
pubes,  reaching  half-way  to  the  umbilicus.  It  fluctuated 
obscurely  and  was  but  slightly  moveable.  The  cervix  lay 
high  up  close  to  the  pubes,  the  sound  passing  two  and 
a half  inches  upwards  and  forwards.  The  tumour,  which 
moved  with  the  uterus,  dipped  deeply  into  Douglas’s 
pouch  and  seemed  to  be  closely  related  to  the  posterior 
part  of  the  cervix.  Diagnosis  in  a case  with  the  above 
symptoms  was  difficult,  though  I suspected  either  a tuber- 
culous abscess  or  a suppurating  dermoid  cyst,  the  clinical 
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evidence  of  a low  form  of  inflammation  being  strong. 
Sarcoma  was  improbable,  though  malignant  ovarian  growths 
are  proportionately  frequent  in  girlhood  and  are  generally 
accompanied  by  amenorrhoea.  They  grow  rapidly  and  seldom 
suppurate,  whilst  in  Dr.  Ilott’s  patient  inflammatory  changes 
had  appeared  before  the  tumour  had  reached  a high  stage  of 
development.  Menstruation  often  ceases  from  any  cause  of 
debility,  and  examination  of  the  uterus  showed  that 
pregnancy  was  out  of  the  question.  I operated  on  March  18th, 
assisted  by  Dr.  Ilott  and  Mr.  Yolland.  The  abdominal 
incision  exposed  a dull  greenish  tumour  adherent  to  the 
parietes  and  thickened  omentum  and  intestine.  Above  the 
tumour  the  peritoneum  and  bowels  seemed  to  be  healthy,  so 
I protected  them  with  a flat  sponge.  On  puncturing  the 
tumour  pus  mixed  with  yellow  grease  escaped  and  a few 
hairs  were  seen.  I injected  iodine  water  into  the  cavity  of 
the  suppurating  dermoid  ovarian  cyst,  for  such  the  tumour 
clearly  was,  a tooth  being  discovered  as  well  as  hairs.  Then 
I detached  the  cyst  from  very  intimate  adhesions.  It  lay  in 
a kind  of  capsule,  practically  the  wall  of  an  abscess.  The 
left  tube,  obstructed  and  dropsical,  ran  over  on  the  surface 
of  the  cyst.  I succeeded  in  finding  a true  pedicle,  after 
detaching  the  tumour  from  the  back  of  the  uterus.  The  tissues 
of  the  pedicle  seemed  to  be  involved  in  the  suppurative  pro- 
cess. Having  ligatured  the  ovarian  vessels,  I transfixed  the 
pedicle  and  tied  it  with  No.  4 silk,  cutting  away  the  tumour. 
The  right  appendages  were  bound  down  by  adhesions,  but 
being  otherwise  sound  I did  not  remove  them.  The  result 
showed  that  this  step  was  right.  I simply  liberated  the 
ovary  and  tube  from  adhesions.  As  some  of  the  contents  of 
the  cyst  had  escaped  into  the  general  peritoneal  cavity  I 
thought  it  right  to  flush  the  peritoneum  at  once  with  hot 
water,  repeating  the  process  before  closing  the  abdominal 
wound.  Lastly  a drainage-tube  was  passed  into  Douglas’s 
pouch.  Much  trouble  followed,  owing  to  the  condition  of 
the  pedicle.  After  removal  of  the  drainage-tube  a few  days 
after  the  operation  I syringed  out  the  cavity  with  antiseptics. 
On  the  fifth  day  the  ligature  came  away  as  well  as  the 
No.  2 silk  with  which  I had  tied  the  vessels  in  the  outer 
border.  In  spite  of  all  precautions  there  was  suppuration  of 
the  subcutaneous  tissues,  preventing  primary  union  of  the 
skin,  though  the  muscular  layers  united  firmly.  After  dis- 
charge of  the  ligatures  the  wound  began  to  heal  rapidly,  the 
cavity  filling  up.  On  May  5th  the  period  returned  after  an 
absence  of  nearly  seven  months.  Dr.  Ilott  wrote  to  me  in 
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March,  1896,  two  years  after  the  operation,  saying  that  “the 
patient  is  in  excellent  health,  quite  plump  and  strong.  There 
is  no  yielding  of  the  cicatrix,  nor  pain  at  the  site  of 
operation.  The  period  is  quite  regular  every  month ; it  is 
rather  scanty,  and  lasts  about  three  days.” 

The  following  case  is  an  instructive  example  of  very 
chronic  inflammatory  disease  of  the  appendages. 

Case  2. — In  1886  Mr.  Kingston  Barton  of  South  Kensing- 
ton asked  me  to  see  in  consultation  a young  married  woman 
then  aged  nineteen  years.  She  had  suffered  from  acute  pelvic 
pain  since  a recent  miscarriage.  I found  the  right  append- 
ages enlarged  and  tender,  but  quite  moveable,  and  agreed  with 
Mr.  Barton  that  no  operation  was  justifiable.  Under  his  care 
the  painful  symptoms  disappeared.  The  patient  married  for 
the  second  time  early  in  1890.  A few  months  later  she 
caught  a severe  chill  through  travelling  by  train  in  damp 
boots.  Pelvic  pains  occurred  and  the  periods  ceased.  I 
examined  her  in  June  of  that  year  and  found  that  she  was 
pregnant.  I could  not  detect  any  inflammatory  deposit  in  the 
pelvis,  but  pelvic  exploration  is  difficult  in  a pregnant  subject. 
Dr.  Clapham  of  Wimbledon  attended  her  when  she  was 
confined  at  term.  The  child  yet  lives.  In  1893  she  bore 
another  healthy  child.  Severe  abdominal  pains  set  in  three 
months  later.  Dr.  Sheppard  of  Putney  kept  her  in  bed  for 
fourteen  days.  The  pain  passed  away.  In  1894  she  had 
measles  for  the  first  time  in  her  life.  Acute  inflammation  of 
the  ovary  followed.  Under  the  treatment  of  Mr.  Pedler  of 
Knightsbridge  her  health  improved,  but  she  did  not  rest 
sufficiently  to  ensure  perfect  cure.  In  February,  1895,  a 
violent  attack  of  pelvic  pain  occurred  at  the  period,  with  a 
great  rise  of  temperature.  The  patient  was  now  twenty-eight 
years  of  age  and  well  nourished,  but  her  face  was  deeply 
flushed.  I examined  her  early  in  April.  A soft,  tender,  fluc- 
tuating tumour  could  be  felt  in  each  iliac  fossa,  the  right 
being  the  larger.  The  uterus  was  three  inches  long  and  move- 
able  ; the  swellings  extended  low  down  in  the  corresponding 
fornices.  The  pulse  was  144,  and  the  evening  temperature 
100  6°F.  A few  days  later  it  rose  to  102  8°,  and  the  period 
appeared.  I wished  to  explore  directly  it  ceased,  but  was 
prevented  from  doing  so  by  several  complications.  On 
April  17th  one  eye  became  inflamed.  Mr.  Lindsay  Johnson 
examined  her  and  diagnosed  keratitis  of  bacterial  origin.  It 
subsided,  but  the  pelvic  condition  did  not  improve.  On 
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May  8th  the  pain  was  very  severe.  The  swelling  in  the  left 
iliac  fossa  was  tense  and  pressed  down  on  the  rectum.  As 
I particularly  wished  to  avoid  any  fistulous  tracks  communi- 
cating with  the  intestine  I tapped  the  swelling  through  the 
vagina,  withdrawing  about  five  ounces  of  pus.  The  perird 
appeared  on  May  10th.  The  patient,  who  had  been  kept  in 
bed  since  April  8th,  was  now  in  a more  favourable  state  of 
health,  but  the  swellings  began  to  increase  in  size.  On  May  18th 
I operated,  with  the  assistance  of  Dr.  Hubert  Roberts. 
An  incision  three  inches  long  was  made  in  the  middle  line 
and  was  found  to  be  quite  sufficient  for  the  subsequent 
manoeuvres.  The  first  thing  visible  when  the  peritoneum 
was  divided  was  the  right  swelling,  a big  cyst,  which  I 
tapped  with  along  trocar  and  cannula.  Pus  came  away ; then 
I used  an  aspirator,  removing  a pint  of  very  thick  yellow  pus 
free  from  odour.  I protected  the  parts  near  the  cyst  by  placing 
iodoform  gauze  around  the  point  selected  for  puncture.  By 
this  procedure,  repeated  on  the  left  side,  not  a drop  of  pus 
strayed  into  the  peritoneum.  I washed  out  the  cavity  of 
the  cyst  with  iodine  water.  Then  I separated  the  cyst  from 
universal  surrounding  adhesions.  It  was  the  right  tube  con- 
verted into  a thick- walled  abscess  and  extremely  dilated . The 
ovary  was  broken  to  pieces  during  extraction.  I secured  the 
ovarian  vessels  with  No.  3 silk  and  then  transfixed  the 
pedicle  and  tied  it  with  No.  4 silk.  The  tissues  were 
infiltrated  with  inflammatory  deposit,  but  not  suppurating. 
The  pedicle  was  then  divided.  I touched  the  raw  surface 
with  tincture  of  iodine,  after  carefully  trimming  away  with 
scissors  the  exposed  part  of  the  tubal  mucous  membrane. 
On  the  left  I found  a similar  morbid  condition.  The 
omentum  was  thickened  and  otherwise  unhealthy,  so  I 
ligatured  and  divided  it  high  up,  far  above  the  left  cyst  to 
which  it  was  strongly  adherent.  I was  much  relieved  to 
find  after  tapping  and  injecting  with  iodine  that  the  cyst 
wall  could  be  detached  from  the  vagina  and  rectum  without 
damage  to  either.  The  pus,  owing  to  the  tapping,  I pre- 
sume, was  slightly  sour.  After  securing  and  dividing  the 
pedicle,  as  on  the  right  side,  I washed  out  the  pelvis  with 
iodine  water,  placed  a sponge  in  Douglas’s  pouch,  and  intro- 
duced the  sutures.  As  there  was  no  evidence  of  oozing 
when  I drew  up  the  sponge,  and  since  I felt  persuaded  that 
no  pus  had  escaped  into  the  peritoneal  cavity  I closed  the 
wound.  I wished  to  avoid  the  evil  effects  of  suppuration  of 
the  pedicle  and  coming  away  of  the  ligatures.  The  drainage- 
tube  is  apt  to  promote  that  complication.  Since  the  pedicles 
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were  not  actually  suppurating,  as  in  the  first  case,  I con- 
sidered that  closure  of  the  wound  was  the  best  way  to  ensure 
speedy  recovery.  Fortunately  the  patient  was  spared  the 
annoyance  which  was  probably  inevitable  in  the  former  case, 
where  the  pedicle  was  already  suppurating  when  it  was 
secured  by  ligature.  Convalescence  was  protracted,  owing 
to  a second  attack  of  keratitis  beginning  on  June  20th.  By 
the  end  of  the  month,  however,  the  patient  was  well.  I saw 
her  in  December,  1896,  when  she  was  in  excellent  health. 
The  periods  had  been  regular  since  August,  1895. 

There  are  certain  special  considerations  relating  to  each  of 
these  cases.  In  the  first  the  right  appendages  were  saved 
after  being  freed  from  the  adhesions  which  bound  them 
down.  They  showed  no  signs  of  disease  save  what  was  due 
to  the  peritonitis  around  them,  and  when  liberated  they  were 
restored  to  their  functions.  The  catamenia  have  returned 
and  the  patient  is  capable  of  bearing  children.  Thus  the 
removal  of  the  right  appendix  would  have  been  wrong. 
Even  in  chronic  pelvic  disease  in  much  older  subjects, 
when  one  tube  and  ovary  have  been  hopelessly  damaged, 
their  fellows  may  sometimes  be  spared  after  liberation 
from  adhesions  which  keep  them  bound  down  low  in  the 
pelvis,  interfere  with  their  blood-supply,  and  impede  their 
functions.  On  the  other  hand,  when,  as  in  the  second  case, 
bilateral  pyosalpinx  is  evident,  both  appendages  must  be 
removed,  else  the  operation  will  be  useless  and  its  danger 
much  increased.  In  the  first  case  the  suppuration  was 
unilateral,  being  confined  to  the  dermoid  cyst  of  the  left 
ovary  and  its  pedicle. 

The  most  remarkable  feature  in  the  second  case  was  the 
long  duration  of  pelvic  disease.  I observed  it  nine  years 
before  operation.  Four  years  after  its  first  appearance  and 
subsidence  it  was  lit  up  afresh  by  a chill.  The  same 
phenomenon  is  familiar  to  all  in  cases  of  dental  caries. 
Yet  the  patient  conceived  and  bore  two  children.  Four  years 
after  the  chill,  acute  exanthematous  oophoritis  occurred — 
a well-established  disease.  The  inflammatory  changes 
extended  to  the  tubes,  and  the  parts  through  want  of  care 
at  length  became  irremediably  diseased.  The  tumours  full 
of  pus  were  the  tubes,  each  bent  on  itself  at  a very  acute 
angle,  and  not  suppuratmg  tubo-ovarian  cysts.  The  frequent 
error  of  mistaking  the  latter  for  the  former  and  overlooking 
the  ovary,  often  small  and  adherent  to  the  outer  side  of  the 
cyst,  can  be  avoided  by  a little  pathological  knowledge.  The 
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surgeon  must  ever  be  sceptical  about  reported  “ ovarian 
abscess.” 

Of  the  three  general  considerations  suggested  by  these  two 
cases  unhealthy  pedicle  must  be  considered  first.  In  an 
uncomplicated  ovariotomy  the  pedicle  of  the  cyst  is  quite 
healthy,  its  tissues  being  free  from  inflammatory  deposit. 
The  tube  bears  a sound  mucous  membrane.  Experience  shows 
that  the  ligature  is  well  tolerated  in  such  a case.  The  changes 
undergone  after  the  operation  are  well  known.  Conditions 
are  from  the  first  clearly  in  favour  of  such  a pedicle.  When, 
on  the  other  hand,  inflammatory  processes  are  in  progress 
in  any  of  its  elements  the  case  becomes  complicated.  The 
ligatures  will  lie  amongst  tissues  that  will  not  readily 
tolerate  their  presence  The  process  by  which  the  distal 
part  of  the  stump  is  preserved  is  unfavourably  modified  wheu 
the  tissues  of  the  pedicle  are  infiltrated.  A good  deep  groove 
with  the  bulging  structures  on  each  side  of  the  ligature 
accurately  in  contact  with  each  other  is  not  so  easily  made 
as  when  the  parts  are  healthy.  Nevertheless,  an  inflamed 
pedicle  of  a common  multilocular  cyst  rarely  gives  trouble 
after  operation.  The  tissues  in  the  stump  are  placed  in  a 
better  position  for  recovery  from  inflammation.  The  cutting 
drains  it,  and  its  large  vessels,  no  longer  employed  in  carry- 
ing blood  to  and  from  a big  tumour,  close  up.  The  stump 
shrinks  up,  though,  no  doubt,  not  so  quickly  as  when  free 
from  morbid  changes,  and  ultimately  passes  through  the 
salutary  processes  which  begin  earlier  in  a pedicle  healthy 
from  the  first. 

The  case  is  much  less  favourable  when  the  inflamed 
pedicle  is  connected  with  a small  structure  also  inflamed, 
such  as  a small  dermoid  or  a suppurating  tube  or  ovary. 
There  is  much  less  of  that  salutary  shrinking  which  takes 
place  when  a large  pedicle  full  of  engorged  vessels  is  severed 
from  a big  tumour.  The  distal  part  of  the  stump  is  not  so 
early  or  so  readily  supplied  with  nutrition,  as  the  groove  is 
not  easily  made  deep  enough  when  the  ligature  is  tied,  nor 
do  the  tissues  bulge  and  touch  each  other  so  readily,  nor 
does  the  proximal  side  so  speedily  throw  out  nutritive 
lymph  to  save  the  distal  structures.  Disease  of  the 
tubal  mucous  membrane  is  a yet  graver  complication. 
Without  precautions  a patient  may  feel  worse  after 
the  removal  of  diseased  appendages  than  before.  The 
ligature  may  ultimately  lie  in  an  abscess  cavity  or  the 
stump  may  develop  into  a hard,  painful,  inflamed  mass, 
more  or  less  strongly  adherent  to . adjacent  structures. 
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In  the  first  case  the  pedicle  was  already  suppurating.  I was 
obliged,  of  course,  to  secure  it  with  a ligature.  The  silks 
came  away  within  a few  days.  The  relation  of  the  manage- 
ment of  a pedicle  in  this  condition  to  drainage  is  self-evident, 
so  this  subject  will  again  be  considered  further  on.  In  the 
second  case  there  was  no  evidence  that  the  suppuration  had 
extended  beyond  the  tubes.  The  pedicles  bore  the  ligatures 
well.  As  there  was  a pyosalpinx  on  each  side  I took  care  to 
trim  away  the  mucous  membrane  of  the  tube,  as  it  bulged 
from  the  cut  surface  of  each  pedicle,  and  to  touch  the  ex- 
posed tubal  coats  with  tincture  of  iodine.  Thus  was  avoided 
as  much  as  possible  the  danger  of  leaving  a focus  of  suppura- 
tion in  each  fornix.  When,  therefore,  a pedicle  is  actually 
suppurating  it  mu*t  be  ligatured  in  order  to  prevent 
hmmorrhage.  In  every  other  respect  the  ligature  is  absolutely 
pernicious.  The  pelvis  must  be  drained  to  allow  of  the  escape 
of  fragments  of  suppurating  tissue  ; the  silks  will  possibly 
come  away  within  a few  days.  More  often  the  stump 
becomes  healthy  and  tolerates  the  ligature  after  a time. 
When  the  tissues  of  the  broad  ligament  are  inflamed,  yet  the 
suppuration  is  limited  to  the  tube,  a ligature  may  be  safely 
applied  and  the  abdominal  wound  closed,  provided  that  the 
exposed  tubal  mucous  membrane  be  trimmed  and  the  stump 
of  the  tube  disinfected. 

Washing  out  the  peritoneal  cavity  is  necessary  after  the 
removal  of  a large  abdominal  tumour,  where  numerous 
vascular  adhesions  have  been  separated,  or  where  blood  or 
the  contents  of  cysts  have  been  scattered  about  in  uncertain 
directions.  This  practice  is  a true  process  of  flushing,  by 
which  alone  can  noxious  material  be  thoroughly  dislodged 
from  distant  recesses  of  the  abdomen.  When  an  inflamed 
pelvic  tumour  or  a suppurating  tube  has  been  carefully 
removed,  and  the  operator  feels  sure  that  he  has  prevented 
the  escape  of  any  of  its  contents  into  the  peritoneum, 
flushing  is  not  only  needless,  but  it  is  dangerous.  Infection 
is  thereby  promoted  rather  than  prevented.  In  the  first  case 
I was  obliged  to  flush  out  the  general  peritoneal  cavity,  since 
1 knew  that  pus  had  actually  escaped  upwards.  I regretted 
having  to  take  that  step,  but  I could  not,  of  course,  trust  to 
the  disinfecting  of  the  interior  of  the  cyst  by  the  injection 
of  iodine  water  earlier  in  the  operation.  In  the  second  case 
no  pus  was  allowed  to  escape  into  the  peritoneal  cavity  and 
flushing  would  have  been,  in  my  opinion,  criminal.  It  would 
simply  have  carried  septic  material  upwards.  The  washing 
out  of  the  pelvis  with  hot  iodine  water — true  irrigation — 
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counteracted  shock  and  stopped  capillary  oozing  in  Douglas’s 
pouch,  a grave  promoter  of  sepsis.  The  iodine  was  added 
because  an  antiseptic  was  demanded.  Drainage  was  clearly 
indicated  in  the  first  case.  I could  not  have  closed  in 
a cavity  lined  with  suppurating  granulations  deposited 
on  adjacent  intestine  and  peritoneum.  Besides,  to  shut 
up  a suppurating  pedicle  in  the  peritoneum  would  have 
been  bad  surgery.  The  tube  was  removed  within  a few 
days,  for  there  is  danger  of  perforation  of  the  rectum  in 
these  unhealthy  cases  if  the  tube  be  kept  in  too  long.  The 
cavity  was  afterwards  syringed  out  with  antiseptics  till  it 
closed.  The  ligature  came  away,  but  that  accident  involved 
no  trouble,  and  the  patient  has  been  free  from  pain  ever  since 
the  operation.  It  must  not  be  forgotten  that  needless 
drainage  promotes  morbid  changes  around  the  ligature. 
Hence  I did  not  use  the  drainage-tube  in  the  second  case, 
where  there  was  no  evidence  that  the  suppuration  had 
extended  outside  the  cystic  tubes  and  the  vaginal  puncture 
had  closed.  In  short,  when  a suppurating  pelvic  tumour  is 
removed  drainage  is  necessary  if  any  suppurating  structures 
are  left  behind ; but  if  not,  then,  other  conditions  being 
favourable,  the  drainage-tube  will  not  be  needed. 

Granville-place,  Portman-squarc,  W. 
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